Hamartomas are not uncommon in the gastrointestinal tract; the preponderant tissues in them are connective tissue derivatives including lamina propria, smooth muscle, vasoformative tissue, and nerve elements, though epithelial tissues also occur. It is important to differentiate them from ectopic or heterotopic tissue deposits such as pancreatic rests, where the tissues predominating in the abnormality are not indigenous to the part. The mouth, tongue, oesophagus, and anus are barren fields, though ectopic pancreatic acinar elements intermixed with smooth muscle and incorrectly designated as hamartomas have been found in them. Predominantly epithelial hamartomas appear to be confined to the stomach and duodenum. They are described under various terms, including myoepithelial hamartomas and adenomyomas, and are usually symptomless so that one does not know at what age they first developed. Usually lying in the wall of the organ they occasionally become pedunculated; they consist of whorls, bundles, and bands of smooth muscle surrounding gland elements whose epithelium histologically and histochemically may resemble that of Brunner's glands or pancreatic acini.3 4 5 6 While many represent ectopic pancreas,7'8 others are genuine.
The predominantly connective tissue hamartomas are divisible according to the type of connective tissue whose overgrowth predominates. They are found throughout the gastrointestinal tract and are often multiple in more than one site.
Maldevelopment with unusual preponderance of lamina propria results in the juvenile (retention) type of large intestinal polyp, wrongly called congenital polyps or juvenile adenomas since they are often not present at birth and are certainly not neoplastic. Common in early childhood they are also seen in adolescents and young adults; they have a marked tendency to bleed and may give rise to a secondary anaemia, and they may prolapse or undergo autoamputation. There is not, in the vast majority, any evidence of genetic inheritance but there are isolated examples with familial incidence9 where multiple polyps have been present throughout the tract. Macroscopically they are small oval or disc-shaped polyps, pedunculated from the start, more commonly single than multiple and usually present in the distal rather than the proximal large bowel.9'10,1' They are readily recognized by the naked eye by their narrow pedicle, smooth unlobulated outer surface, and by the presence of dilated mucin-filled spaces clearly visible on the cut surface.
Ulceration and haemorrhage are common. Microscopically the bulk of the polyp consists of connective tissue identical to that of the lamina propria in which are embedded gland elements, some of which are distended by mucin. There is none of the nuclear hyperchromatism or glandular irregularity that are associated with neoplasia. Probably allied to this group, because the intestinal polyps are similar in structure, are cases of Cronkite-Canada syndrome in which there is extensive gastrointestinal polyposis combined with ectodermal changes including alopecia,hyperpigmentation of the skin, and atrophy of the nails. '2 Abnormal overgrowth of the muscularis mucosa also results in polyp formation. There is usually associated mucocutaneous melanin pigmentation as macules around the lips, nose, and eyes, and as more diffuse pigmentation of the lips and buccal mucosa, which, with transmission as a Mendelian dominant, comprises the well known Peutz-Jeghers syndrome.'3 Polyps occur most commonly in the upper small bowel, commonly in the stomach, more rarely in the large bowel, appearing in childhood and often in successive crops and very often producing intussusceptions. Other members of an affected family may show formes frustes, such as polyps without pigmentation or pigmentation without polyps.'4 Macroscopically the striking feature is a tree-like branching of the muscularis, the branches becoming secondarily clothed in mucosa with lamina propria which is essentially normal and reproduces the mucosal pattern from which the polyp arose. Although there are some who still classify these polyps as neoplasms, and though occasional examples of genuine neoplastic change do occur,'5 it is clear that many workers have been misled by pools of mucin which become trapped between mucosal folds in the polyp and cause misplacement of epithelium with the production of curious histological changes which can be misinterpreted as carcinoma."1'6 Special care is needed in interpreting the solitary polyp in the large bowel, for unless the normal appearance with lack of nuclear hyperchromatism in gland elements is recognized a malignant adenoma may be wrongly diagnosed.
Abnormal proliferation of vasoformative tissue gives rise to a range of vascular hamartomas in the gastrointestinal tract, '7' 18,1920 It is a maxim of British law that a man is innocent until proved guilty. Hamartomas are, with rare exceptions, innocent and should not be convicted of malignancy without very exacting microscopic proof of cancerous change. It is, after all, the patient who may receive the unwarranted punishment of a guarded prognosis and an unnecessary resection. The very derivation of the word hamartoma should encourage us, in adjudging them, not to go wrong. IAN DAWSON 
